“MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =63=014v99

DEPA T OF PUBL -
" TMEN usLic HEA:L?I.I AND WELFARE { d‘{ STATE FILE NUMBER
) Registration .District No. —_ rimary Registration District No. _ Regi ‘s No. _

WRITE AMENDED - PP 9
- OM THIS STUB . A48 63

‘, 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o. COUNTY Atehlison o SATRLs csourl® C™MAtohlgon | i

b. Ccl"n’ (If outside corporate limits, give TOWNSHIP anly) ¥ Length of stay in 1b <. C(I)\;\' Inside Limits
1own Falrfax 5 days I OWN Rock Port YaD Neg
& FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET . (If autside, give location) Reside on Farm
HOSPITAL O.F‘ . t
nstiutionFalrfax Comm Hospt Yl NoOJ leasant View Rest HomesD ND

3. NAME OF DECEASED B First Middle Last 4. DATE Month Day Yeur
Ol

(Type or priny) . F
Elizabeth Postlewait DEATH May 5,196

5. SEX 6. COLOR OR RACE 7. Morried [J  Never Merriod 3 {B. DATE OF BIRTH | V- AGE (laat birthduy) | IF UNDER 1 YEAR IF UNDER 24 HR

female white Widowed [J Divorced [] ? me; ;] 88 85 WW—

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| . LACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

ing of working life, sven if retired) . ~ . X
hiome Norwood,Ill4inols |- U,S
13a. FATHER'S NAME ) 13b MOTHER'S MAIGEN NAME | 4. NAME OF AUSBAND OR'WIFE ) )

a p a Porter : single
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 6. SOCIAI. SECURITY NO. 17. INFORMANT " Address

(Yes, nOﬁrdnknown) {If yes, give war or dates of servics) Jal'ﬂe 3 POS tlewai + Tar‘ki o . M o.
18. CAUSE DF DEATH (Enter only one.cause paor line for (a), {b), and {c). -. INTERVAL BETWEEN

PART |. DEATH WAS CAUSED ND DEATH
IMMEDIATE CAUSE (a) __-
" . ) - i c e 4 - .
Conditions, if any, DUE TO (b) i
which ‘gave rise to ] . - .

Vs 300
Rev, 4/59

DATE AMENDED

-
Z
[T
=z
2
V)
o
Q

shove cayse "J'l
_stating the v
lying covse last. OUE TO {c)

T )I. OTHER SIGNIFICANY CDNDITIONS CONTRIBUTING TO DEATH but not refsted To the terminal PART 111, §f docoased was  fomals wes
.PAR_ ! gu-u condmon given in PAR‘I’ 1 {a) . thers a pregnancy in lust 90 deys.

N o7 r[]Ynll:lNoIEIUnltnwn
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HOMDIC")E 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of il:\iury in PAI.“ | or PART 1l of item 18.)
@] g : ’ ’ :

PERFORMED?

YES(] NOR .

20c. TIME OF  Houl  Month, Day, Year - . . . .

INJURY  am. . S, ot
P .

20e. PLACE OF INJURY (e.g., in or about homae, | 20f. CITY, TOWN, OR LOCATION
20d. ﬁH%YA?cchRKEE famn factory, straet, offu:e bldg., etc.)
NOT WHILE AT WORK O

i attanded the dama:gd f;o,\_ge%_i——- o_m%_if_iﬁ;_.and Iaat'u@hw on_%_s;_'_ﬂj__
- OO m —m on the date stated ibove, -and to the beut of my knowledgd, from the causes stated.

Death occurrad at
raa or litle 23b. ADDRESS ATE, SIGNED
”,M D - Rc';ck Port Mo. . . ?/p 8

> BURTAL, CREMATION; 23: NAME OF CEMETERY OR CREMA‘I‘ORY 73d. LOCATION (City, mwn. or county) {State)
REMOVAL (Specify) -
burial 96'& Home Ce T Mo,

uria

24. FUNERAL DIRECTOR DDRESS ATE RECD. BY LOCAL REG. 2 RAR'S SIGNA‘TW
. Davis Funeral Home Tarkio,Mo. ‘ : g A

{Licensed Embalmer's St

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
i INSTEAD OF

" MEDICAL CERTIFICATION

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

* BY AFFIDAVIT OF

ITEM NO,




STATEMENT, BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

or by : Student Embalmer No.

working under my personal supervision.

Student. - i Signed__ ’W[fﬁr

Signature of Student Embalmer

! : Licensed Embalmer No. 33 38

4

%, P.O Address. TArkio,Mo.
Note: The above MUST ‘BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the abowvé constitutes grounds for revocation of licensé). ) . )
If-embalmed by a STUDENT, he also shall sign in his OWN handwrmng RN I

If thls body is not embalmed, fact should be so stafed above.
(& = b




